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State-Specific Prevalence of Current Cigarette Smoking Among Adults, 
and Policies and Attitudes About Secondhand Smoke — 
United States, 2000 


Tobacco use, particularly cigarette smoking, is the leading preventable cause of death 
in the United States, but the health consequences extend beyond smokers to nonsmok 
ers involuntarily exposed to environmental tobacco smoke or secondhand smoke (SHS) 
1). Each year, an estimated 3,000 lung cancer deaths and 62,000 deaths from coronary 
heart disease in adult nonsmokers are attributed to SHS (2). Among children, SHS 

auses sudden infant death syndrome, low birthweight, chronic middle ear infections, 
and respiratory illnesses (e.g., asthma, bronchitis, and pneumonia) (2). Two national 
health objectives for 2010 are to reduce cigarette smoking among adults to 12% (objec 
tive 27-1) and the proportion of nonsmokers exposed to environmental tobacco smoke to 
45% (objective 27-10) (7). To characterize state-specific prevalence of cigarette smoking 
among adults, exposure to SHS at home, smoke-free workplace policies, and attitudes 
toward smoke-free policies by state, CDC analyzed data from the 2000 Behavioral Risk 
Factor Surveillance System (BRFSS). This report summarizes the results of that analysis 
and indicates that in 2000, state-specific adult smoking prevalence ranged from 12.9% 
30.5%, and high levels of public support exist, even among smokers, for smoke-free 
policies in many settings. States should implement comprehensive programs to reduce 
tobacco use and adopt clean indoor air policies to reduce involuntary exposure to SHS 

BRFSS is a state-based, random-digit-—dialed telephone survey of the 
noninstitutionalized U.S. population aged >18 years. The 2000 BRFSS was conducted in 
the 50 states, the District of Columbia (DC), and Puerto Rico. To determine current ciga 
rette smoking, respondents were asked, “Have you smoked at least 100 cigarettes in 
your entire life?” and “Do you now smoke cigarettes every day, some days, or not at 
all?” Current smokers were defined as those who reported having smoked >100 ciga 
rettes during their lifetime and who currently smoked every day or some days 

Respondents in 20 states were asked questions on smoking in the home, awareness 
of an official workplace smoke-free policy, and their attitudes about smoking bans in 
specific areas. To assess home exposure to SHS, respondents were asked, “In the past 
30 days has anyone, including yourself, smoked cigarettes, cigars, or pipes anywhere 
inside your home?” Those who reported no smoking in the home during the preceding 
30 days provided some indication of protection from exposure but not the existence of 
any rules or policies about smoking in the home. To assess awareness of workplace 
smoking policies, respondents who reported working indoors most of the time were 
asked, “Which of the following best describes your place of work’s official smoking policy 


U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES 





December 14, 2001 


revalen 


highest 
West Vi 


A ‘ 
MiaSKka 


Rico 


among men was 24 
29.5 Utat 


vomen 


31eF e 
yrt 


nage 99 


1 had the lov 
2Guilts repc 


99 
irvey ranged from 
rk 


1 tne west for 
e 20 states that collected opt 
during . javs precedin 

: 1e proportion of adults who wo 
ved 


ing in 


. 


their home d 
ble 
icy that nO smoking was allov 


srr) 
n 61.4 


n Mississippi to 
> allowed in 


won 


est Virginia to 79.0% in 
rs and reported an offi 

f sas ranged from 

should not be n 


mmon areas ana wt 
ing 


WwW 
naor 
yr DUDIIC OF oO 
n Montana. The proportion who though é } 
taurants ranged from 44.3% in North Car ) n Montana. The propor 
chools and day care centers 


y 


1 not be allowed ! 
ght that smoking should not be allowed at all 


ight that smoking shoul 

} ) yrmiy high The proportion who th 

ndoor work areas ranged from 66.4% in Wisconsin to 83.8% in DC. Current smokers 

onsmokers reported similar attitudes about not allowing smoking at ail in schools 
for smokers and 95.6% for nonsmokers) and day care centers (median 
however, the proportion who thought 


89 1 
5% for nonsmokers 
smoking should not be allowed at all differed widely between smokers and nonsmokers 


ndan 
iG 


median 
for smokers and 97.6 
25.9% for smokers versus 66.2% for nonsmokers) and indoor 
82.1% for nonsmokers) 
P Owens, Alaska 


94.2 

rk areas (median: 57.6% for smokers versus § 
ng BRFSS <¢ nators: S Reese, MPH, Alabama 

Arizoni Arkansas Davis, PhD, California; D Brand, MSPH, Colorado 

MPH, ( nec F Breukelman, Delaware; J Davies-Cole, District of Columbia 

artin, MS, Georgia Reyes-Salvail, MS, Hawaii; J Aydelotte, MA 

ndiana; D Shepherd, PhD, lowa; C Hunt, Kansas 

MS, Maine; H Lopez, Maryland 

N Salem, PhD, Minnesota 

P Feigley, PhD, Montana 


for restaurants (median 
f 


Weyar 
M Adams 

iba, MSPH f 
B Steiner 
Kentucky 
D Brooks, MPH, Massachusetts 

MS, Mississippi; J Jackson-Thompsor 

L Andelt, PhD, Nebraska; E DeJan, MPH, Nevada; J Porter, New Hampshire; G Boeselager, MS 


Florida; I 
MS, lilinois; L Stermnock 
B Bates 


ana Graber 


MSPH, Louis 
H McGee, MPH, Michigan 
1, PhD, Missouri 


lah 


parks 


D Johnson 





Vol. 50 / No. 49 
Secondhand Smoke Continued 


TABLE 1. Prevalence of current cigarette smoking* among adults, by area and sex 
— Behavioral Risk Factor Surveillance System, United States, 2000 





Men Women Total 


Area % (95% Cl") % (95% Cl) % (95% Cl) 
Alabama (+3.8) 22.0 25.3 (+2.2) 
Alaska 23.1 25.0 (+2.8) 
18.8 18.6 (+3.1) 
24.2 25.2 (+1.8) 
14.4 17.2 (+1.5) 
20.1 (+2.0) 
20.0 (+1.5) 
23.0 (+2.1) 
20.9 (+2.2) 
23.2 (+1.4) 
23.6 (+1.7) 
19.7 (+1.4) 
22.4 (+1.4) 
22.3 (+1.6) 
27.0 (+1.8) 
23.3 (+1.7) 
21.1 (+1.4) 
30.5 (+1.6) 
24.1 (+1.4) 
23.8 (+2.2) 
20.6 (+1.5) 
20.0 (+1.1) 
24.2 (+1.9) 
19.8 (+1.7) 
23.5 (+2.2) 
27.2 (+1.9) 
18.9 (+1.8) 
21.4 (+1.7) 
29.1 (+2.8) 
25.4 (+2.3) 
21.0 (+1.5) 
23.6 (+1.7) 
21.6 (+1.6) 
26.1 (+1.9) 
23.3 (+2.1) 
26.3 (+2.2) 
23.3 (+1.6) 
20.8 (+1.5) 
24.3 (+1.6) 
13.1 (+1.5) 
23.5 (+1.7) 
(+ 24.7 (+1.9) 
(+1.7 22.0 (+1.4) 
(+2.1) 25.7 (+1.8) 
(+1 22.0 (+1.3) 
) (+2 12.9 (+1.6) 
Vermont 21.8 ) (+2.1) 21.5 (+1.6) 
Virginia 24.4 (+3.4) (+2.5) 21.5 (+2.1) 
Washington 21.7 (+2.4) (+1.9) 20.7 (+1.5) 
West Virginia 27.8 (+3.1) 24.7 (+2.4) 26.1 (+1.9) 
Wisconsin 24.4 (+2.8) 23.9 (+2.4) 24.1 (+1.8) 
Wyoming 23.2 (+3.8) 24.3 (+2.8) 23.8 (+1.9) 

*Persons aged >18 years who reported having smoked >100 cigarettes and who reported 

smoking every day or some days 
' Confidence interval 
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New Jersey; W Honey, MPH, New Mexico; C Baker, New York; Z Gizlice, PhD, North Carolina 
L Shireley, MPH, North Dakota; P Pullen Coss, Ohio; K Baker, MPH, Oklahoma; K Pickle, MPH, 
Oregon; L Mann, Pennsylvania; Y Cintron, MPH, Puerto Rico; J Hesser, PhD, Rhode Island 
M Wu, MD, South Carolina; M Gildemaster, South Dakota; D Ridings, Tennessee; K Condon 
MS, Texas; K Marti, Utah; C Roe, MS, Vermont; J Hicks, PhD, Virginia; K Wynkoop Simmons, 
PhD, Washington; F King, West Virginia; K Pearson, Wisconsin; M Futa, MA, Wyoming. Cardio 
vascular Health Br, Div of Adult and Community Health; and Office on Smoking and Health, 
National Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The median prevalence of current smoking in 2000 was similar to that 
reported for the preceding 5 years. However, smoking prevalence varied among the 
states, DC, and Puerto Rico. 

The national health objective for 2000 of <15% of adults smoking cigarettes was 
achieved by Puerto Rico, Utah, and in California for women (objective 3.4) (3). The low 
prevalence in Utah and Puerto Rico may be a result of stronger social and cultural norms 
against tobacco use compared with other parts of the country. California’s efforts to 
change social norms about smoking through large-scale social interventions have been 
temporally linked to a reduction in tobacco use (4 ). According to the Surgeon General, if 
the recommendations from the 2000 report Reducing Tobacco Use for acomprehensive 
program combining social, educational, clinical, economic, and regulatory strategies were 
implemented fully, the 2010 national health objectives related to tobacco use could be 
met (4). Similarly, decreases in adult prevalence in other states could be accelerated if 
the funding guidelines for comprehensive tobacco-control programs were followed more 
widely (5) 


The findings in this report are subject to at least four limitations. First, the prevalence 


estimates may be affected by a low response rate. Second, smoking data were based on 
self-reports without biochemical verification; however, self-reporting has generally been 
found to be accurate in population-based surveys among adults (6). Third, telephone 
surveys may result in both response and sampling bias because of greater nonresponse 
from subgroups at higher risk for smoking. Finally, respondents’ definition of “official 
policy” may vary, and the validity of self-report of workplace policies is unknown. 

As of December 1999, 45 states and DC reported some restricted smoking in public 
places; however, many state and local laws for clean indoor air reduce but do not elimi 
nate involuntary exposure to tobacco smoke (4 ). During 1988-1991 to 1999, exposure to 
SHS among nonsmokers aged >3 years decreased 75%; however, men, persons aged 
<20 years, and blacks continued to have substantially higher levels of exposure com- 
pared with those of women, persons aged >20 years, and other racial/ethnic groups (7). 
In addition, smoke-free workplace policies protected approximately 70% of the U.S. 
workforce in 1999, but protection levels varied widely among states (8). 

Involuntary exposure to SHS remains a common public health hazard that is prevent 
able by appropriate regulatory policies (4). Bans on smoking in public places reduce 
exposure to SHS and the number of cigarettes smoked by smokers (9 ). The findings in 
this report indicate support for smoking bans, with nearly universal support for bans in 
schools and day care centers and strong support for bans in indoor work areas and 
restaurants. Clean indoor air policies are one way to change social norms about smoking 
and reduce tobacco consumption, but comprehensive approaches are needed to achieve 
the national health objectives for 2010 to reduce smoking prevalence and involuntary 
exposure to SHS. 

References 
1. US Department of Health and Human Services. Healthy people 2010. 2nd ed. 2 vols. 
Washington, DC: US Department of Health and Human Services, 2000. 
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Coccidioidomycosis Among Persons Attending the World Championship 
of Model Airplane Flying — Kern County, California, October 2001 
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Cigarette Smoking in 99 Metropolitan Areas — United States, 2000 


Geographic variation in the prevalence of cigarette smoking contributes to differ 
ences in the mortality patterns of smoking-related diseases such as lung cancer, chronic 


ybstructive lung disease, and coronary heart disease (7). National and state-specific 
: y 


data on cigarette smoking are available but may be limited in their usefulness in guiding 


local or county smoking-related health interventions. CDC’s Behavioral Risk Factor Sur 


veillance System (BRFSS) is an annual, state-based survey that includes questions about 
tobacco use and has sufficiently large samples to permit analyses of risk factor data for 
many metropolitan statistical areas (MSAs). This report summarizes estimates of smok 
ing behavior for the 99 MSAs with >300 respondents (maximum: 7,264) in the 2000 
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BRFSS. The prevalence of smoking among the 99 MSAs ranged from 13.0% to 31.29 
median: 22.7%), and the percentage of daily smokers who quit for >1 day ranged from 
33.0% to 62.2% (median: 50.3%). The findings in this report indicate that BRFSS can 
provide baseline data for monitoring local programs and a benchmark for comparing 
data from local surveys 

In 2000, BRFSS was conducted in 50 states, the District of Columbia, and Puerto Rico 
randomly selected noninstitutionalized persons aged >18 years were interviewed by 
telephone. The median response rate was 53.2 range: 35.5%-77.7%) (2). BRFSS 
response rates for MSAs are not available. Estimates are poststratified by age and sex 
and for some states by race/ethnicity to adjust for nonresponses. MSAs were identified 
using the standard definitions from the U.S. Bureau of the Census (3) 

In the 2000 BRFSS, respondents were asked, “Have you smoked at least 100 ciga 

sttes in your entire life?” and “Do you now smoke cigarettes every day, some days, or 

not at all?” Current smokers were persons who reported having smoked >100 cigarettes 
juring their lifetimes and who currently smoked every day or some days. Respondents 
who smoked every day were asked, “During the past 12 months, have you qui: smoking 


for a day or longer?” Data were weighted to each MSA based on age, sex, and race 
ethnicity; 95% confidence intervals for point estimates were calculated using SUDAAN 
Statistical significance was determined on the basis of nonoverlapping confidence intervals 


The median adult prevalence of current smoking for the 99 MSAs was 22.7% (range 
13.0%-31.2%) (Table 1). The five MSAs with the highest prevalence of current smoking 
Toledo, Ohio; Knoxville, Tennessee; Indianapolis, Indiana; Cleveland-Lorain-Elyria, Ohio 
and Huntington-Ashland, West Virginia) differed significantly from the five MSAs with 
the lowest prevalence (Orange County, California; Salt Lake City-Ogden, Utah; San 
Diego, California; Miami, Florida; Bergen-Passaic, New Jersey; and Las Cruces, New 
Mexico) (Table 1). By region, median prevalence was highest in the Midwest (23.7%), 
followed by the South (23.2%), Northeast (20.8%), and West (20.6%). Prevalence was 
higher for men than women in 73 of 99 MSAs; the difference by sex was significant in six 
Los Angeles, California; Honolulu, Hawaii; Wichita, Kansas; New Orleans, Louisiana 
Charlotte, North Carolina; and Dallas, Texas) 

Among daily smokers, the median percentage that had quit for >1 day during the 
12 months preceding the survey was 50.3% (range: 33.0%-62.2%). The two MSAs with 
the lowest percentage (Charleston, West Virginia, and Toledo, Ohio) differed significantly 
from the two MSAs with the highest percentage (Fort Worth-Arlington, Texas, and 
Detroit, Michigan). The percentage was highest in the West (52.1%) followed by the 
Northeast (51.5%), South (50.4%), and Midwest (49.1 
Reported by: D Nelson, S Marcus, National Cancer Institute, Bethesda, Maryland. H Wells 
G Laird, J Dever, Research Triangle Institute, North Carolina. The following BRFSS coordina 
tors: S Reese, Alabama; P Owen, Alaska; R Weyant, Arizona; B Woodson ‘Arkansas B Davis 
California; D Brand, Colorado; M Adams, Connecticut; F Breukelman, Delaware; J Davies-Cole 
District of Columbia; S Oba, Florida; L Martin, Georgia; F Reyes-Salvail, Hawaii; J Aydelotte 
Idaho; B Steiner, illinois; L Stemnock, Indiana; D Shepard, lowa; CM Arnold, Kansas; T Sparks 
Kentucky; B Bates, Louisiana; J Graber, Maine; H Lopez, Maryland; Z Zhang, Massachusetts 
H McGee, Michigan; N Salem, Minnesota; D Johnson, Mississippi; J Jackson, Missouri, 
P Feigley, Montana; L Andelt, Nebraska; E DeJan, Nevada; J Porter, New Hampshire 
G Boeselager, New Jersey; W Honey, New Mexico; C Baker, New York; Z Gizlice, North Carolina 
L Shireley, North Dakota; P Coss, Ohio; K Baker, Oklahoma; K Pickle, Oregon; L Mann, Pennsyl 
vania; Y Cintron, Puerto Rico; J Hesser, Rhode Island; M Wu, South Carolina; M Gildemaster, 
South Dakota; D Ridings, Tennessee; K Condon, Texas; K Marti, Utah; R McCormick, Vermont; 
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TABLE 1. Prevalence of current cigarette smoking* among adults, by region, 
metropolitan statistical area (MSA), sex, and the percentage of daily smokers 
who quit for >1 day during the 12 months preceding the survey — Behavioral Risk 
Factor Surveillance System, United States, 2000 





Quit smoking 
Men Women Total >1 day 
Region and MSA % (95% Cl’) % (95% Cl) % (96% CI) % (95% Cl) 
Northeast 
Bergen-Passa 5S (+ 55 16.9 (+ 4.4 17.2 (23.5) 56.0 
Boston-Worcester-Lawrer we tor 21.0 19.8 (+ 1.4) 20.4 (41.1) 57.0 
18.7 (22.7) 
20.8 (+2.6) 
26.4 (24.9) 
18.3 (23.9) 
24.3 (24.5) 
18.7 (24.1) 
20.8 (23.2) 








19.1 (+2.2) 
23.8 (+5.4) 
19.1 (22.5) 
23.7 (22.6) 48.4 (+ 
24.0 (23.6) 45.1 
20.4 (24.6) 48.6 
23.3 (21.7) 48.1 (+ 
23.0 (+3.3) 50.6 
20.8 5 


us UI 
Noo 
og s 


Range 6.4-26 1s 3 17.2-26.4 40.5-§ 
Midwest 


26.2 (25.1) 51.1 ( 

21.0 (22.0) 49.9 

21.5 (248) 468 

29.8 (25.8) 34.8 (+ 

23.2 (25.6) 56.6 

23.4 (24.1) 50.0 (+ 

24.3 (23.2) 62.0 

23 ‘ + 22.6 (26.0) 49.2 | 
Indianapolis 34.5 (+ 5.9 + 5. 30.3 (23.9) 45.8 | 
Kansas City 27.9 (+ 45 1 + 3.6 24.7 (22.8) 49.0 ( 
Lincoln 20.8 (+ 5.4 3 (+ 48) 195 (23.6) 418 
Milwaukee-Waukesha 25.3 + 6 + 4,3) 22.3 (23.8) 52.0 
Minneapolis-St. Paul 20.4 (+ 3.3) 6 0) 195 (22.2) 43.8 
Omaha 5.3 (+ 4.7) (+ 1) 25.0 (23.1) 48.9 
Rapid City 27.5 (+ 6.5) + 46) 23.6 (24.0) 49.6 
‘ ix Falls 22.4 (+ 4.4) + 3.8) 23.7 (22.9) 48.4 | 
St. Louis ) (+ 5.9 (+ 3.8 25.5 (+3.5) 46.1 
Toledo 34.3 (+10.4) ‘2 7. 31.2 (26.4) 34.1 
Wichita f (+ 5.8) + 3.7) 229 (23.4) 50.5 
Youngstown-Warren 2 +12.8) 27 (+ . 28.3 (28.9) 53.7 (+19.2) 
Median y 22. 23.7 49.1 
Range 8-34.5 3-28.4 19.5-31.2 34. 1-62.0 
South 

Atlanta 3.3 (4 7) 18.1 (+ 3.2) 20.6 (42.8) 53.3 (+ 8.8) 
Austin-San Marcos (+ 7.9) 16.7 (+ 6.1) 23.1 (45.0) 59.5 (+14.6) 


*Persons aged >18 years who reported having smoked >100 cigarettes during their lifetimes and who currently 
smoked every day or some days 
Confidence interval 
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TABLE 1. Prevalence of current cigarette smoking* among adults, by region, 
metropolitan statistical area (MSA), sex, and the percentage of daily smokers 
who quit for >1 day during the 12 months preceding the survey — Behavioral Risk 
Factor Surveillance System, United States, 2000 — Continued 





Quit smoking 
Men Women Total >1 day 

Region and MSA % (95% Cl’) % (95% Ci) % (95% Cl) % (95% Ci) 

Jalt 3.9 3 22.8 (+2.5) 2.9 (+ 7.0 

24.7 (43.8) 52.8 (+10.€ 

215 (+4.3) 8.4 (+12.8 

25.4 (+4.6) 1.1 12.1 
27.1 (+5.6) 
22.3 (+4.0) 
215 (44.1 
19.3 (3.1) 
17.8 (+1.8) 
26.1 (23.3) 
23.9 (+5.5) 
21.7 +4.4) 
23.4 (+4.7) 
29.2 (+5.0 
23.6 (+3.9) 
21.0 (+3.3) 
29.8 (+8.2) 
20.7 (25.1) 
20.4 (+3.9) 
30.5 (+5.7) 
244 (+48) 
26.4 (45.2 
23.3 (+3.6) 
275 (44.4) 
19.2 (+4.1) 
16.6 (+3.3) 
25.3 (+4.0) 
21.6 (22.5) 
26.4 (+5.1) 
22.9 (+2.7) 
25.0 (24.8) 
19.8 (+4.4) 
21.2 (45.1) 
26.1 (+4.4) 
26.2 (+3.8) 
23.8 (+3.3) 
21.6 (+5.3) 
219 (22.8) 

23.2 

16.6-30.5 








23.8 (+28) 

23.55 (42.9) 

+6.4 29.2 (+5.6) 

3 +7.0 28.6 (+5.0) 

19.7 +3.8) 189 (42:9) 

Eugene-Springfield 25 + 8.5 18.3 +7.5) 219 (+5.6) 


*Persons aged >18 \ 





years who reported having smoked > 100 cigarettes during their lifetimes and who currently 
smoked every day or some days 

Confidence interval 

nsufficient data 
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TABLE 1. Prevalence of current cigarette smoking* among adults, by region, 
metropolitan statistical area (MSA), sex, and the percentage of daily smokers 
who quit for >1 day during the 12 months preceding the survey — Behavioral Risk 
Factor Surveillance System, United States, 2000 — Continued 





Quit smoking 

Men Women Total >1 day 
Region and MSA (95% Cl") % (95% Cl) % (95% Cl) % (95% Cl) 
Honolulu 27 + 2.9) +2.2) 19.3 (+1.8) 7 (+ 6.0) 


5 
Las Cruces 5 (+ 6.6) 9 +6.5) 17.2 (+4.6) 
2 








Las Vegas 30.3 (+ 4.6) +5.3) 29.7 (+3.6) 9 (+ 8.2) 
Los Angeles Long Beach 2.4 + 4.7) x +3.2) 18.1 (42.9) 55.7 (+10.1) 
Orange County 3.4 5 12.3 +49) 13.0 (44.2) 
Phoenix-Mesa 6 (+ 5 2) 17.4 (+4.6) (+14.2) 
Pocatelk ) 20.8 (+4.6) (+14.1) 
18.8 (+2.1) 2 + 7.1 
27.1 (+4.0) 7 (+ 9.5) 
20.6 (+5.6) 50.2 (+18.3) 
21.3 (+4.7) (+14.5) 
14.7 (+2.3) (+10.1) 
15.2 (45.1) 
21.4 (+5.6) 
19.8 (+2.3) (+ 7.8) 
19.6 (+5.2) (+16.5) 
ma 2 + ( + 22.4 (+4.6) 7 (+12.8) 
Mediar 2.4 19.4 20.6 52.1 
Range 3.8-33.4 12.3-31.3 13.0-29.7 40.2-57.9 
National median 24.0 21.4 22.7 50.3 
13.8-34.5 12.3-31.3 13.0-31.2 33.0-62.2 


Ss aged >18 years who reported having smoked >100 cigarettes during their lifetimes and who currently 
yr some days 
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G Seifen, Virginia; K Wynkoop-Simmons, Washington; F King, West Virginia; K Pearson, Wis 
consin; M Futa, Wyoming. Behavioral Surveillance Br, Div of Adult and Community Health; and 
Office on Smoking and Health, National Center for Chronic Disease Prevention and Health 
Promotion, CDC 

Editorial Note: This is the first report using consistent methodology to examine variations 
in smoking prevalence across U.S. MSAs. The findings demonstrated an approximately 
twofold difference, with the lowest prevalence for MSAs in California and Utah and the 
highest for MSAs in Ohio, Indiana, and Tennessee. Only three (Orange County and San 
Diego, California, and Salt Lake City, Utah) of the 99 MSAs met the national health 
objective for 2000 of <15% for prevalence of current smoking (objective 3.4) (4). The 
proportion of smokers who quit for >1day also varied substantially across communities 
and was highest in the West and lowest in the Midwest. The proportion of smokers who 
quit for >1 day during the 12 months preceding the survey is an indicator of success in 
cessation initiatives and may reflect implementation of programs or policies at the 
individual, health-care provider, or community level (e.g., although clean indoor air 
policies are in place nationwide, their implementation varies substantially across the 
country and may account for some of the variation observed) (5). 

The findings in this report are subject to at least five limitations. First, although the 
median response was relatively low, BRFSS estimates are similar to estimates from 
other surveys with higher response rates such as the National Health Interview Survey 
(NHIS) (6). Nationwide smoking estimates from BRFSS and NHIS for 1997 were 23.1% 
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respectively. BRFSS and NHIS estimates for smoking among population 
subgroups differed by 0.4% to 4.1% (E. Powell-Griner, Ph.D., CDC, personal communica 
tion, August 2001). Second, the data are self-reported. Third, institutionalized persons or 
persons residing in households without a telephone were not eligible for interviews 
Fourth, the precision of estimates varied across MSAs because of different sample sizes 
Finally, smoking estimates may differ markedly within an MSA (e.g., between inner cities 
and suburbs 

To control the use of tobacco requires an approach that includes successful activities 
such as increases in the cigarette excise tax, mass media education, counteradvertising, 
omprehensive school-based programs, policies on clean indoor air, telephone quit lines 
reducing out-of-pocket costs for cessation services and products, and increasing cessa 
tion interventions in the health-care setting (5,7). Many communities have instituted 
ocal tobacco-control programs that have reduced the availability of tobacco products 
lowered exposure to environmental tobacco smoke, and increased cessation activities 
5 ). In California, state-based programs with a strong community focus have contributed 
to reductions in tobacco-related mortality (8 ) 

The National Association of County and City Health Officials (NACCHO) has published 
Program and Funding Guidelines for Comprehensive Local Tobacco Prevention and Con 
trol Program (9). With funds from state tobacco programs, routine and consistent track 
ng of smoking prevalence within MSAs can provide the tools to assess the impact of 
tobacco-control activities. States and local areas should implement aggressive and com 
prehensive programs at the community level that follow the NACCHO guidelines and 
recommendations from the CDC Best Practices for Comprehensive Tobacco Control 
Programs (10), Reducing Tobacco Use: A Report of the Surgeon General (5), and The 
Guide to Community Preventive Services: Tobacco Use Prevention and Control (7) 


Effective local tobacco control will be essential for reaching the 2010 national adult 


smoking prevalence goal of <12 


: ey MW, Zhu B > Sur LE: e tor cte par se behav 
ed States, 1900-1994. In: CDC surveillance sumr (November). MMWR 
SS-3 
Association for Public Opinion Rese: 1998. Standard definitions: final dis 
des and outcome rates for random digit dialing telephone surveys 
household surveys. Ann Arbor, Michigan: American Association for Public 
Research, 1998 
IS Office of Management and Budget. Metropolitan areas defined. Washington, DC 
30, 1993 (1990 CPH-S-11) 
4. Public Health Service. Healthy people 2000: midcourse review and 1995 revisions. Wash 
ington, DC: US Department of Health and Human Services, Public Health Service, 1995 
IS Department of Health and Human Services. Reducing tobacco use: a report of the 
Surgeon General. Atlanta, Georgia: US Department of Health and Human Services, CDC 
National Center for Chronic Disease Prevention and Health Promotion, Office on Smok 
na and Health, 2000 
6. National Center for Health Statistics. Health measures in the new 1997 redesigned 
National Health Interview Survey (NHIS). Hyattsville, Maryland: US Department of Health 
and Human Services, CDC, 2000. Available at http://www.cdc.gov/nchs/about/major/nhis 
hisdesgn.htm. Accessed December 2001 
Hopkins DP, Fielding JE, Task Force on Community Preventive Services. The guide to 
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Progress Toward Poliomyelitis Eradication — 
Eastern Mediterranean Region, January 2000—September 2001 
The World Health Assembly resolved to eradicate poliomyelitis in 1988, and the goal 
of the regional committee for the Eastern Mediterranean Region (EMR)* of the Worid 
Health Organization (WHO) was to eradicate polio from that region by 2000. This report 
summarizes EMR polio eradication activity during January 2000-September 2001; polio 
virus transmission has been interrupted in 18 of the 23 EMR countries and has become 
ocalized in the remaining five. Despite these achievements, the countries of EMR must 
»vercome many challenges to interrupt virus transmission by the end of 2002 

During 2000, 79% of infants received 3 doses of oral poliovirus vaccine (OPV) through 
routine vaccination. Coverage of <80% was reported from Afghanistan (32%), Djibouti 
46%), Pakistan (74%), Somalia (18%, northern regions only), Sudan (65%), and Yemen 
6%). These countries represent approximately half the regional population (estimated 
2000 population: 488 million) 

During 1999-—mid-2001, supplemental vaccination activities were conducted in all 
EMR countries except Cyprus, Oman, and the United Arab Emirates. Intensified activities 
vere conducted in countries where polio is endemic. Four national immunization days 
(NIDs)> and subnational campaigns took place in Egypt, Iraq, and Sudan (including war 
ring sections of southern Sudan). Afghanistan and Pakistan conducted four rounds of 
intensified NIDs, and Somalia conducted subnational campaigns and three rounds of 
NIDs. By the end of 2001, each of the six countries (Afghanistan, Egypt, Iraq, Pakistan, 
Somalia, and Sudan) will have conducted four to five NID rounds, subnational, or mop 
ping-up (i.e., focal mass campaigns in high-risk areas) campaigns. Some polio-free coun 
tries have reduced the scope of activities from national to subnational, targeting low 
vaccination coverage provinces or areas at high risk for poliovirus importation. Coordi 
nation and synchronization of NIDs within EMR countries and among its neighbors have 
been highly successful. 

All EMR countries have established acute flaccid paralysis (AFP) surveillance and 
have implemented surveillance in countries affected by war and in areas with rudimen 
tary or nearly nonexistent health-care services (e.g., Afghanistan, Somalia, and south 
ern Sudan). During 2000, a total of 16 countries (Afghanistan, Bahrain, Egypt, Iran, Iraq, 


*Djibouti, Egypt, Libya, Morocco, Somalia, Sudan, and Tunisia in northern and eastern Africa 
Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates, and Yemen in the Arabian 
peninsula; Cyrus, Iraq, Jordan, Lebanon, Syria, and the Palestinian National Authority in the 
Middle East; Afghanistan and Iran 

U.S. Bureau of the Census. 

Mass campaigns over a short period (days) in which 2 doses of OPV are administered to ail 
children in the target age group (usually aged <5 years) regardless of vaccination history 
with an interval of 4-6 weeks between doses 
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Jordan, Kuwait, Lebanon, Oman, Pakistan, Saudi Arabia, Somalia, Sudan, Syria, Tunisia, 
and Yemen) reached or exceeded the WHO-established minimum AFP reporting rate of 
one nonpolio AFP case per 100,000 children aged <15 years, which indicates a sensitive 
surveillance system (Table 1); the annualized 2001 regional rate is 1.8 compared with 
1.4 in 2000 

The second key indicator of the quality of AFP surveillance is a minimum of 80% 
adequate stool specimens collected for all persons with AFP. In 2000, a total of 11 coun 
tries or areas (Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, Palestine, Saudi 
Arabia, Syria, and Tunisia) met or exceeded the target rate; in four other countries (Iran 
Oman, Pakistan, and Yemen), adequate specimens were collected from 60%-80% of 
persons with AFP. Regionwide, the percentage of persons with AFP with adequate stool 
specimens increased from 67% in 1999 to 70% in 2000. During January-September 
2001, five additional countries (Iran, Morocco, Oman, Pakistan, and Yemen) reached the 
target rate, and Afghanistan and Sudan improved markedly, which resulted in a regional 
rate of 83° 


TABLE 1. Number of reported cases of acute flaccid paralysis (AFP) and confirmed 
poliomyelitis* and key surveillance indicators, by country — Eastern Mediterra- 
nean Region, World Health Organization (WHO), January 2000-September 2001 





January—December 2000 January—September 2001 
% persons % persons 
No with AFP No with AFP 
confirmed Nonpolio with two No confirmed Nonpolio with two 
cases AFP stool AFP cases AFP stool 
Country (wild virus) rate’ specimens’ cases (wild virus) rate’ specimens 








Afghanistar 57 12( 27 1.08 49.¢ 18 9 9 


Bahrair 


Yernen 152 0 1.74 65.8 135 0 1.91 
Total 3,253 505 (287) 1.40 70.0 3,050 131 (86) 1.80 





* AFP and at least one of the following: 1) laboratory-confirmed wild poliovirus infection, or 2) inadequate stool 
specimens and residual paralysis at 60 days, death, or no follow-up investigation at 60 days 
Number of AFP cases per 100,000 population aged <15 years. Minimum expected rate is one case of nonpolio AFP 
per 100,000 per year 

* Two stool specimens collected at an interval of at least 24 hours within 14 days of paralysis onset from persons 
with AFP. 

* Annualized nonpolio AFP rate 
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The regional laboratory network consists of eight national and four regional refer- 
ence laboratories. In 2000, a total of 11 network laboratories were accredited fully by 
WHO with provisional accreditation for one laboratory. During January-September 2001, 
a total of 5,503 stool specimens were obtained and tested from 99% of 2,767 AFP cases 
from 21 countries. The specimens from Somalia and southern Sudan were tested in the 
laboratory of the WHO African region. Laboratory results were reported within 28 days 
of receipt for >80% of stool specimens tested during 2000 and 2001. 

The number of confirmed cases of polio reported in EMR countries decreased from 
914 in 1999 to 505 in 2000. During January-September 2001, a total of 91 virus- 
confirmed cases of polio were reported from five countries (Afghanistan, Egypt, Paki- 
stan, Somalia, and Sudan), approximately a third the number reported from seven coun- 
tries during the same period in 2000. A polio outbreak in Iraq during the second half of 
1999 (7 ) ended following high-quality NIDs and mopping-up activities; the last confirmed 
cases occurred in January 2000. 

Since late 1999, wild poliovirus transmission in Egypt has been localized to Upper 
Egypt. During 2001, continued circulation of several lineages of wild type 1 poliovirus in 
Egypt was confirmed by virus isolates from both AFP cases and wastewater samples. 
Through expanded surveillance in south and central Somalia, a polio outbreak was iden- 
tified in Mogadishu during 2000 (54 confirmed cases during March—June) (2). The out- 
break has been controlled with sporadic cases in or near Mogadishu. Unique transmis- 
sion chains of poliovirus types 1 and 3 have been identified in Sudan and Somalia. Low- 
level transmission of wild virus continued in Sudan with a 9-month gap between the last 
two confirmed cases, one from the north in July 2000 and the last from the south in April 2001. 

Recent genetic data indicate the continued existence of virus reservoirs shared 
between Pakistan and Afghanistan. Pakistan reported the largest number of cases in 
2000, although the number of confirmed cases (199) declined approximately 40% com- 
pared with 1999 (324). During January—-September 2001, the number of confirmed cases 
declined 43% (74 versus 130) compared with the same period in 2000. Most districts 
appear polio-free, with the most intense transmission localized to a few districts in each 
province. In Afghanistan, the number of virus isolates and affected districts have been 
reduced substantially. Nine confirmed cases have been reported from Afghanistan dur- 
ing January 2000-September 2001 compared with 21 during the preceding study 
period. All cases from 2001 have come from districts in three adjacent provinces in the 
southern region 

WHO is supporting countries to develop and implement national plans for the labora- 
tory containment of poliovirus (3). As of September 2001, a total of 18 of the 23 countries 
of the region have prepared national containment plans. The first phase of the plan is 
being implemented in Jordan, Kuwait, Lebanon, Libya, Syria, Tunisia, and United Arab 
Emirates. Oman, Qatar, Bahrain, Cyprus, Morocco, and Saudi Arabia have completed the 
first phase of the plan and have submitted a national inventory of laboratories storing 
poliovirus infectious or potentially infectious materials; 11 of the 12 WHO-designated 
poliovirus network laboratories in the region have provided inventories of stored materials. 
Reported by: Regional Office for the Eastern Mediterranean Region, Cairo, Egypt. Dept of 
Vaccines and Biologicals, World Health Organization, Geneva, Switzerland. Respiratory and 


Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infectious 
Diseases; Global Immunization Div, National Immunization Program, CDC. 
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Notice to Readers 


Revised ACIP Recommendation for Avoiding Pregnancy 
After Receiving a Rubella-Containing Vaccine 


On October 18, 2001, the Advisory Committee on Immunization Practices (ACIP) 
reviewed data from several sources indicating that no cases of congenital rubella syn 
drome (CRS) had been identified among infants born to women who were vaccinated 
inadvertently against rubella within 3 months or early in pregnancy. On the basis of these 
data, ACIP shortened its recommended period to avoid pregnancy after receipt of ru 
bella-containing vaccine from 3 months to 28 days 

Data were available from the U.S. Rubella Vaccine in Pregnancy Registry (7 ), the U.K. 
National Congenital Rubella Surveillance Programme (National Congenital Registry Sur 
veillance Programme, unpublished data, 2001; P. Tookey, Ph.D., Center of Paediatric Epi 
demiology and Biostatistics, Institute of Child Health, London, personal communication, 
April 2001), and Sweden and Germany (G. Enders, M.D., Laboratory of Enders and Part 
Vers, and Institute for Virology, Infectology, and Epidemiology, personnel communication, 
September 2001) on 680 live births to susceptible women who were inadvertently vac 
cinated 3 months before or during pregnancy with one of three rubella vaccines (HPV-77, 
Cendehill, or RA 27/3). None of the infants was born with CRS. However, a small theoreti 
cal risk of 0.5% (upper bound of 95% confidence limit=0.05%) cannot be ruled out. Limit 
ing the analysis to the 293 infants born to susceptible mothers vaccinated 1-2 weeks 
before to 4-6 weeks after conception, the maximum theoretical risk is 1.3%. This risk is 
substantially less than the >20% risk for CRS associated with maternal infection during 
the first 20 weeks of pregnancy 

Measles-mumps-rubella (MMR) vaccine and its component vaccines should not be 
administered to women known to be pregnant. Because a risk to the fetus from adminis 
tration of these live virus vaccines cannot be excluded for theoretical reasons, women 
should be counseled to avoid becoming pregnant for 28 days after vaccination with 
measles or mumps vaccines or MMR or other rubella-containing vaccines. 

The goal of the U.S. rubella vaccination program is to prevent congenital rubella 
infection. ACIP recommended that MMR vaccine should be offered to all women of child- 
bearing age (i.e., adolescent girls and premenopausal women) who do not have accept 
able evidence of rubella immunity 

Most rubella cases in the United States occur among young Hispanic adults born 
outside the United States (2 ), and most infants with CRS are born to foreign-born moth 
ers. Ensuring immunity in women of childbearing age, especially those at highest risk for 
exposure, will help to prevent CRS 
References 
1. CDC. Measles, mumps, and rubella—vaccine use and strategies for elimination of measles, 

rubella, and congenital rubella syndrome and control of mumps: recommendations of the 

Advisory Committee on Immunization Practices (ACIP). MMWR 1998;47(no. RR-8) 
2. Reef SE, Frey TK, Abernathy E, et al. The changing epidemiology of rubella in the 1990s: on 
the verge of elimination and new challenges for control and prevention. JAMA(in press) 





December 14, 2001 





Vol. 50 / No. 49 


FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending December 8, 2001, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 8, 2001 (49th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 8, 2001, and December 9, 2000 (49th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 8, 2001, and December 9, 2000 (49th Week}* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 8, 2001, and December 9, 2000 (49th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 8, 2001, and December 9, 2000 (49th Week)* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 8, 2001, 
and December 9, 2000 (49th Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
December 8, 2001 (49th Week) 
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